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GENERAL SURGERY. 

x. Anaphrodisial Effects from Cocaine. By C. W. 
Richardson, M. D„ (Philadelphia). The author reports a case of a 
married lady of large physique, modest and reserved, from whom he 
proposed to remove a growth from the nasal cavity, under cocaine 
anesthesia. A few minims of a ro per cent solution were injected 
beneath the growth. This was followed by the most remarkable and 
decided manifestations of erotic excitement, with both facial and verbal 
expressions that left no doubt in the mind of the medical attendant, 
as well as in that of the lady companion of the patient, as to the char¬ 
acter of the impulses which actuated them. It required some time to 
bring her to even a moderate degree of quietness. An attempt to per¬ 
form the operation the following day, using the cocaine very sparingly, 
led to a similar condition, though not to such an extreme degree. No 
other unpleasant symptoms occurred upon either occasion. 

Surgeons are warned of the development of this train of symptoms, 
not only by the report of this case, but by the published observations 
of Sandri, of Vienna; Cunningham, of England, and others. 1 he 
author calls particular attention to the medico legal aspect of the sub¬ 
ject, and strongly advises that the presence of a female friend of the 
patient be present in addition to the operating surgeon and his assist¬ 
ants, whenever it is proposed to operate upon a woman under cocaine 

anaesthesia.*—^/h/rr. slt/ict'. ,1A;/. / lssoc. t vol. xiii, No. io. 

G. It. Fowi.hr (ISrooklyn.) 

OPERATIVE SURGERY. 

I. A Proposal for Extirpation of Carcinomata of the 
Upper Portion of the Rectum. By W. Hkineke (Munich). 


( 445 ) 
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The operation should first render accessible the carcinomatous portion 
of the bowel, hence the author recommends the rejection of Kraske’s 
method, /.<>., extirpating the coccyx and resecting the sacrum, because 
of its weakening the base of the pelvis and interference with the func 
tions of the sphincter ani, and proposes in its place the temporary re¬ 
section of the coccyx, and, in addition in men, of the sacrum to the 
fourth sacral foramen. Second, the procedure should guarantee, as 
much as possible, an aseptic course of healing; this is secured by 
leading down the upper portion of the bowel, rendered movable by the 
opening of the peritoneum, to the anus and attaching the same, /'. e., 
the upper portion of the bowel, to the anal incision at the point of the 
coccyx. In addition to this the wound should be carefully sutured; 
absorbent antiseptic dressings may be applied, or the line of incision 
protected by iodoform collodion. In the third place the operation 
must preserve the anal opening. A second operation, therefore, is 
necessary, and consists in dissecting off the mucous membrane of the 
bowel from the gap left by the incision of the sphincter, which latter 
in the meantime has been healed. This converts the parts into a con¬ 
tinuous tube and provides for the discharge of ftecal matter through 
the normal exit. Finally, the sphincter and its integumentary covering 
are sutured to the surrounding parts by deep and superficial sutures.— 
Mtuuthener Med. Wochenschri/t , 1888, No. 37. 

Gko. H. Fowler (llrooklyn). 

II. On Ligature of the Common Iliac Artery for the Pre¬ 
vention of Haemorrhage During Hip-Joint Amputations. 
By Dr. Popi'ert (Giessen). The author reports a case at the Giessen 
clinic in which Prof. Bose had resorted to preliminary ligature of the 
common iliac artery as the first step in a hip-joint amputation. The 
patient, a strong, healthy man, jet. 40 years, had noticed for six months 
that his thigh had begun to swell above the knee, and that the past 
few weeks the swelling had increased rapidly and caused pain. 

Examination showed a tumor extending from the condyles to the 
groin, its upper limit being felt anteriorly under Poupart’s ligament, 
and posteriorly a little below the gluteal fold. The limb is cylindrical 
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in shape and measures in its greatest circumference 72 cm. Skin over 
tumor is tense and shiny. Veins much dilated. No fracture of the 
femur. December n, 1S84, Prof. Bose undertook the amputation at 
the hip joint. 

First he proceeded to tie the common iliac artery in the usual man¬ 
ner. The artery and its vein were easily exposed, and seen to be sur¬ 
rounded by fat an ' enlarged lymphatics. The artery and the external 
iliac vein were both ligated and the enlarged lymphatics removed. The 
wound was then closed by deep and superficial sutures, a drainage 
tube being inserted at its lowest angle. 

For the amputation at the hip joint an anterior flap was made con¬ 
sisting only of skin and fascia. The posterior flap consisted of skin 
and muscular tissue which here was healthy. 

On section of the large vessels, only little hamiorrhage took place. 

The large wound was drained and closed by silk sutures. 

The pulse immediately after the operation was good and strong. 

The patient made a perfect recovery. Examination of the tumor 
showed it to be a spindle-celled sarcoma starting from the bone. 

At the time of writing, four years after the operation, the patient is 
perfectly healthy and free from any return of the disease —Deutsche 
Med. Wochenschrift , 18S9, No. 29. 

F. C. IIUSSON (New Ycrk). 

Ill, The Treatment of External Aneurism. By Pierre 
Deuif.t (Paris). The author has collected the statistics of aneurism 
and the different measures of treatment thereof, this collection 
assuming greater proportions probably, than any other previous work in 
this direction. The most noticeable feature of the work is the decided 
preference which the author gives to the method of cure by digital 
compression, upon the cardiac side of the tumor, and the advocacy, 
failing this, of the radical operation, or extirpation of the sac in toto. 
Arterio-venous aneurism is recommended to be treated as follows: In 
recent cases, combined direct and indirect pressure, continuously ap¬ 
plied, should first be tried. Should this fail, double ligature of both 
vein and artery, in cases where the sac is small, or none exists. Should 



448 


INDEX OF SURGICAL PROGRESS. 


:i sac of considerable size be present, extirpation only is to be con¬ 
sidered.— Monograph . 

George R. Fowler (Brooklyn). 

HEAD AND NECK. 

I. Carcinoma of the Upper Lip. By Dr. Ludwig Esch- 
weiler. A case of carcinoma of the upper lip has induced the author 
to gather the literature upon the subject. According to von Bergmann 
the frequency of carcinoma of the upper lip is as i to 25 of the lower lip 
in the same affection. In the clinic of Bonn the relative frequency is 
1 to 17. The male sex is mostly affected (v. Bergmann). In the tables 
given by the author we find 37 males to 21 females. In Trendelenburg’s 
clinic the average age was 57 years. In Strassburg clinic the average 
age was 60 years. The left side of the upper lip was the most selected 
seat of the disease. Author found nothing in his statistics to support 
the theory that the use of the pipe was an etiological factor in causing 
the disease. In most of the recorded cases there is no cause given. 
In two cases a wound and in 3 lupus had preceded the appearance of 
the carcinoma. In the majority of cases there appeared to be a de¬ 
fect of the skin. A lack of protecting epithelium is an important fac¬ 
tor in predisposing to the development of disease. The disease began 
in some cases as a warty growth, a nodule, a herpes, an erosion or ul¬ 
ceration.— Deutsch. Zeitsch.f. Chir., bd. 29, lift. 4. 

Henry Koelik (New York). 

II. Improved Rhinoplastic Technique. By v. Czerwinski 
(St. Petersburg). Realizing the difficulties inherent in the recently 
devised method of Konig, consisting of chiseling away a thin layer of 
bone from the frontal region as a portion of the flap from which the 
new nose is to be formed, the author proposes the following method: 
From the soft parts of the forehead, including the periosteum, a long 
oval shaped flap is formed, the pedicle of which is formed exactly as in 
the old operation. When the flap is loosened, it is doubled in the 
middle upon itself so that its point is folded against the pedicle, and 
the two periosteal surfaces constituting its posterior surface are brought 
together. The flap, by this doubling, receives the shape of an isosceles 
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triangle, the upper base of which corresponds to the place where the 
flap is bent upon itself, and the point to the pedicle. This completes 
the first step of the operation, the periosteal surfaces of the flaps 
being sutured and allowed to become adherent, when the operation is 
completed by raising the cartilaginous portion of the nose and the 
transplantation of a supplementary flap from the forehead. The edges 
of the first or double flap are freshened and the supplementary flap or 
flaps, as the case may be, which are required to supply the defect, are 
brought down, the first flap merely taking the place of the bony ridge. 
—CmtralHatt f. Chirurgie, No. 8, 1889. 

Geo. R. Fowled (Brooklyn!. 

III. Fracture of the Larynx—Recovery. By Dr. Alfred 
Sokolowski (Warsaw). The author details the following rare and 
very interesting case. A well made peasant girl, a;t. 20 years, with her 
apron firmly tied round her neck, was caught from behind by a strap of 
a thrashing machine working at full speed. She at once felt an agon¬ 
izing pain about her larynx, associated with intense difficulty in breath¬ 
ing, which was soon followed by a suffocating cough with an abundant 
sanguinolcnt expectoration, the blood-spitting lasting for several hours. 
On examination on the next day there were found intense ccdema and 
cyanosis of the face, marked general subcutaneous emphysema of 
the neck, severe dyspnoea, very difficult swallowing, almost incessant 
cough with purulent sputa, and extremely hoarse voice. On palpation 
through considerably inflated tissues, only a vertical fracture of the 
right wing of the thyroid cartilage would be made out. But on a 
laryngoscopic examination, the left ala was also found to be similarly 
fractured, the fragments on both sides being so much displaced in¬ 
wards as to cause a nearly complete obliteration of the lumen of the 
larynx. (The laryngeal mucous membrane, however, was not ruptured, 
but only highly congested). The patient’s breathing being alarmingly 
difficult, laryngotomia inferior was performed without delay; on open¬ 
ing the larynx, the cricoid cartilage as well proved to be broken 
anteriorly. During the operation, two fragments, each of the size of a 
pea, escaped from the wound. A large tracheotomy tube having been 
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inserted, the girl felt greatly relieved. There was some fever (38.5° C.) 
for the first three days, but subsequently the temperature returned to 
the standard. In the course of the first fortnight, the expectoration 
was occasionally found to contain small fragments of dead cartilage. 
The patient’s breathing, however, soon became painless and free, 
cough and expectoration gradually lessened and her general state 
steadily improved. Still, any attempt at removing the tube was in¬ 
variably followed by an attack of suffocation. The latter circumstance 
as well as certain peculiarities of the laryngoscopic aspect of the parts 
(a considerable displacement of the Santorinian cartilages, etc.), led 
the author to the supposition that the posterior segment of the cricoid 
cartilage might be also broken. Starting from the supposition, he 
made, three months after the first operation, a laryngofissure ascending 
from the tracheotomy hole up to the hyo-thyroid membrane. Con¬ 
trary to his expectations, he found that the whole cricoid cartilage had 
disappeared tracelessly, the upper posterior laryngeal wall being formed 
by the lower portion of the anterior wall of the pharynx. In view of 
the discovery, it remained only to close the wound with sutures and 
re-insert the tube. 

The patient again made a speedy recovery and, two months later, 
left the hospital perfectly well, her breathing being quite free. When 
seen a year after the accident, the girl was able to breath freely with 
the tube hermetically corked, and that during the whole experiment of 
3 weeks’ duration. Hence the author felt justified to dispense with the 
tube altogether. In a few days, however, the patient’s breathing be¬ 
came again difficult, which induced the author to re-introduce the tube. 
Analyzing his remarkable case, Dr. Sokolowski points out: 1. That cases 
of fracture of the larynx are extremely rare. As a matter of fact, in¬ 
ternational literature up to the date contains not more than So or 90 
cases, Fischer’s collection embraces 75 cases published since Mor¬ 
gagni’s time up to 1881. To those Dr. Sokolowski adds later cases 
reported by Drs. Morell Mackenzie, Roc Soyons, Knaggs, Schottok, 
Arbuthnot Lane, and Besner. Further cases have been communi¬ 
cated by Drs. T. II. Berendt, Annai.s of Surgery, September, 
1888, p. 211, M. Murray, British Medical Journal 
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November to, 1888, p. 104, and Wright, Jour, of Lnryn. and Rhin., 
February, 1889, p. 76.— Reporter. 2. That amongst laryngeal fract¬ 
ures, a simultaneous lesion of the thyroid and cricoid cartilages repre¬ 
sents a relatively rare occurrence (of Fischer’s 75 cases, only 9 are of 
the kind). 3. That prognosis is very grave (of Fischer’s 71 cases, as 
many as 56 ended lethally). It is especially bad when the cricoid car¬ 
tilage is involved. Of Durham’s 28, and Fischer’s 27, none recovered. 
The only case ending in recovery was published by Treulich, Ccntrbl. 
f. Chirug. No. 14, 1876, Sokolowski’s being, therefore, only a second 
instance. 4. That it is only the third case of laryngeal fracture in 
which a laryngoscopical examination was made shortly after the acci¬ 
dent (the other two being described by Drs. Schroetter and Morell 
Mackenzie) and the first case in which the laryngoscope furnished a 
quite distinct confirmation of the results obtained from an external ex¬ 
amination.— Gaze/a lekarska , No. 17, 1889. 

IV, Blood-Cysts of the Neck. By Prof. Ivan A. Efremov- 
sky (Warsaw). The author describes the following rare and interesting 
case: A generally healthy patient, art. 54 years, a book-keeper, was ad¬ 
mitted to the author’s clinic, May t, 1887, on account of a cervical 
tumor causing attacks of giddiness. According to the patient’s state¬ 
ment, about six years previously, he had first noticed a soft movable 
swelling of the size of a walnut, situated on the left side of his neck. 
It had been growing but very slowly, having attained afte'r years the size 
of a small orange; about a fortnight before Ins admission, however, it 
had suddenly commenced to increase very rapidly. On examination, 
the left side of the neck was found to be occupied by a very promi¬ 
nent, painless, non-movable, moderately tense, fluctuating, but non- 
pulsating and incompressible tumor reaching upward to the level of the 
upper margin of the thyroid cartilage, downward to the clavicle, inward 
to the sternoclavicular joint, backward to the trapezoid muscle which 
partly overlapped the cyst. The latter consisted of two large knobs, of 
which the posterior was soft throughout, while the anterior had a dense 
portion constituting, so to speak, the cyst’s bottom. The integuments 
were non adherent and quite healthy, the carotid and cardiac sounds 
as well as respiratory murmurs perfectly normal. A puncture by 
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Pravaz’s syringe withdrew a rather bright sanguinolent fluid with red 
blood-corpuscles undergoing disintegration of various grades. The 
third day after the puncture, there suddenly appeared at its site a large 
ecchymosis which gradually, in the course of 17 days, extended over 
the left side of the chest and left scapula. At the same time, the tu¬ 
mor began to as gradually dwindle aw'ay to disappear tracelessly in a 
couple of weeks. For about a year, the patient remained quite well 
and sound. June 1, 1888, however, he was suddenly attacked by a vio¬ 
lent rigor followed immediately by a rapid development of a swelling on 
the old site, the tumor attaining the size of a man’s fist in about six 
hours and causing left-sided headache, nausea, giddiness, pricking in 
the left ear, and difficulty in breathing and swallowing, which induced 
him to seek his re-admission to Professor Efremovsky’s wards, June 6. 
This tune the tumor proved to have truly enormous dimensions; it ex¬ 
tended over the whole left side of the neck, penetrating deep under 
the lower jaw and clavicle, pushing the larynx, trachea and large ves¬ 
sels far into the right side, and reaching posteriorly the spinous pro¬ 
cesses of the cervical vertebra. The cyst’s walls were very tense, but, 
as on the former occasion, the tumor did not pulsate, could not be 
diminished in size by compression, and did not change its bulk on 
coughing or arresting the respiration. In order to relieve its tension, 
about 7 ounces of its contents were drawn off by a syringe, the fluid 
removed being seemingly nothing else than an ordinary venous blood. 
A compression (by means of cotton wool and bandage, alter Miku¬ 
licz’s plan) was tried, but given up after a few hours on account of se¬ 
vere pain. During the next two days the tumor markedly increased 
still further, causing aggravation of all symptoms as well as paralysis 
of the left side of the larynx, bulging out of the left half of the fauces, 
sleeplessness and delirium. From the tenth day (since admission), 
however, the cyst began to steadily decrease, the patient’s general 
state improving correspondingly. By the end of two months it disap¬ 
peared, but by no means tracelessly; there remained a , a knotty, firm 
nodule of the size of a pigeon’s egg,situated above the clavicle, just be¬ 
hind the posterior edge of the left sternocleidomastoid muscle; b, some 
fulness of the corresponding supraclavicular region; and c, paralysis of 
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the left true vocal cord, causing permanent hoarseness. All the changes 
were still present when the man was shown to the society mentioned 
below February n, 1889. Analyzing his curious case, the author 
points out that it stands yet alone in international literature. The lat¬ 
ter is said to contain not more than 30 cases of blood-cysts of the neck, 
which may be divided into four categories. One of them includes cysts 
representing simple dilatations of venous trunks, the varis either re¬ 
maining in communication with the vein, or separating from it with 
time and then found lying isolated. Another group is made of cysts 
resulting from a defective development of the venous system. A third 
is constituted by blood-cysts arising from serous cysts and multilocular 
hygromata; and the fourth by deep cavernous angiomata transforming 
into blood-cysts through a gradual atrophy of the tumor’s walls and 
dilatations of their cavities. Such angiomata, when situated in the vi¬ 
cinity of a large vein, can subsequently enter into communication with 
the vessel. To which of the categories does the author’s case belong? 
The cyst could not bo either a simple varicose enlargement of a vein,or 
a cavernous angioma communicating with a venous vessel, since the 
tumor was incompressible. It could not be an isolated varis, since it 
would be quite inconceivable, why the tumor, having remained rela 
tively small for six years, all of a sudden became very large, and why, 
after its complete absorption, a recidive occurred. It could not be a 
traumatic hamiatoma arising twice from a rupture of a large sized vein, 
since then a prolonged existence and very slow growth would remain 
quite unaccountable; besides the patient had never received any slight¬ 
est traumatic injury to his neck. On the whole, Dr. Efremovsky con¬ 
fesses that he has no theory whatever to suggest, the case, like many 
other instances of cervical blood-cysts, being extremely obscure in eti¬ 
ological and pathological regards. The author adds a review of the 
cases he has collected from literature. They are these: Volkmann’s, 
Arch. /. Klin. Cliintrg., vol. xv, p. 568; Huebner’s, lb., vol. xx, p. 
561; Hueter-O. Guenther’s, Dcut. Zcitschr. f. Chirurg., vol. viii, p. 
450; Glueck’s, (2 cases), Deni. Med. Woclienschr ., vol. xii, p. 71; and 
1887, No. 5; Wolff’s, (2 cases ), Baggerd's Berlin Inaugu.. Dissert . ) 
1883; and Berlin Klin. Wochenschr., 1884, p. 60; Langenbeck’s, (6 
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cases), Deut. Med. U'ochenschr., vol. xii, p. 71; and Arch. f. Klin. 
Chirurg., vol. i, p. 40; and vol. xxi, p. 133; Gurlt’s Die Cystengesch. 
d. Halses ; Bairdi’s, Deut. Zeitschr./. Chirurg., 1878, No. 44; Ran- 
soholT’s, Cincinnati Ian,, 1884, July 5; Weil’s, Wien. Med. Wochtn- 
sehr., 1886, No. 51; Voelker-Franke’s, Deut. Zeitschr. f. Chirurg., 
vol. xxviii, p. 411; Ilillroth’s, Arch. f. Klin. Chirurg., vol. x, p. 186; 
Scliede’s, lb., vol. xiv. p. 21; Michaus’. (4 cases), Dull, de l'Acad, de 
Med. de Belgique, 1851-2; W. Hey’s-Guenther’s, Lthre von /. Opera- 
tioncn, am Ha/se, p. 351; John Warren’s, Ib.\ Jostelli’s, lb., p.353; 
Woerner’s, Bruns' Bcitrage zur Klin. Chirurg.-, Busch’s, (3 cases), 
Deut. Zeitschr. f. Chirurg., vol. xxviii, p. 431. Besides, the author 
mentions Lindner’s case, lb., vol. xv, p. 301; of varices of both of the 
external jugular and several thoracic veins; and Siebold’s, lb., vol. 
viii, p. 459; of a traumatic hajmatoma. Of 18 cases with known issue, 

3 ended in death, 12 recovered, 3 remained unbenefited by treatment. 
— Transactions if the Warsaw University Russian Medical Society, 
1889, vol. i. 

Valf.rus Idei.son (I)ern). 

V. A Case of Pneumatocele Cranii. By Pkof. E. Sonnen- 
Dijrg (Berlin). A perfectly healthy girl, ait. 12 years, noticed acci¬ 
dentally, some six months previous, a small round painless tumor situ¬ 
ated behind the right ear. 

Patient knows of no cause for the tumor, never had ear trouble, the 
hearing is normal in both ears. 

The tumor is on the right side of the head, behind the ear, pecu¬ 
liarly tense, about the size of an apple, with an irregular and somewhat 
nodular surface. It is perfectly painless and can be so compressed by 
the finger that the underlying bone can be felt. On percussion it gives 
a tympanitic note. Strong pressure on the tumor causes it to grow 
smaller, without producing any disagreeable sensation to the patient. 

On puncturing the swelling with a fine canula, air escapes with a 
hissing noise and the tumor collapses completely, but gradually fills 
when strong expiratory efforts arc made, showing that there is a com¬ 
munication between the tumor and the throat. 
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Examination of the ear reveals nothing abnormal. The tumor was 
incised. On cutting through the skin and pericranium, the tumor col¬ 
lapsed completely. The bone appeared as if covered by a new peri¬ 
cranium. Immediately over the mastoid process the bone was some¬ 
what roughened, but close examination revealed nothing abnormal. 
The wound was packed with iodoform gauze and healed kindly. So 
far there has been no return of the trouble. 

There are in all 18 recorded cases of pnematocele cranii, and in 
most cases the trouble occurred suddenly .—Deutsch Med. Woch. 

F. C. Husson (New York). 

CHEST AND ABDOMEN. 

I. Anatomical Researches upon the Point of Election for 
the Incision in the Operation for Empyema. By C. Walther 
(Paris). W’s. observations upon 30 cadavers referred to the following 
points: 

1. The deepest portion of the pleural cavity, and the incision neces¬ 
sary to determine the same. 

2. The landmarks in the living subject whereby the same can be cer¬ 
tainly located. 

3. The advantages and disadvantages of this, as compared with 
other points of incision. 

With the body in the dorsal position, the head and upper portion of 
the thorax slightly raised, the seventh eighth and ninth intercostal spaces 
posteriorly correspond to the deepest portion of the pleural cavity. T- Iris 
varies in different individuals. The seventh space frequently lies under 
the point of the scapula; the ninth sometimes lies over the liver and 
diaphragm. The eighth intercostal space posteriorly is therefore rec¬ 
ommended as answering the requirements in the largest number of 
cases. 

As to the second point in the series of observations, the author rec¬ 
ommends that the patient be laid upon the sound side, the ninth rib is 
sought, and an incision seven or eight cm. long is made along its upper 
edge, ending three fingers’ breadth anterior to the spinous process of 
the vertebra. In opening the pleural cavity it should be borne in mind 
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that the upper edge of the rib docs not pass forward in a straight line, 
but rather inclines forward and downward. Should the pleural wound 
not suffice for free drainage, a resection of the ninth rib may be added. 

In reference to the third point, it is to be noted that the intercostal 
arteries and nerves are not injured in the above described operation. 
In addition to this, the position of the opening favors free drainage, 
and in cases of right sided empyema, the danger of wounding the liver 
is lessened. Still further the author claims that the tendency to nar¬ 
rowing of the chest cavity is lessened by attacking the rib at this point. 
— Bull, de la Sol. Anal, de Paris, 1888, p. 259. 

Dr. Guido Turazza, of Italy (Ccntbl.f. C/iirg. No. 37, 1889) claims 
priority for this method for Dr. Bianchini. He asserts that it has been 
n use for many years, Dr. Bianchini and himself having performed it 
in more than 50 cases. He asserts that the tendency to retraction of 
the chest wall is not so slight as claimed by Walther but sometimes he 
found difficulty in establishing drainage. Caries of the rib may follow 
the use of too large a drainage tube according to Turazza. 


II. Pulsating Pleuritis. By J. Courtey (Paris). In pulsating 
pleuritis the diseased side presents peculiar jarring movements, which 
are synchronous with the pulse and heart contractions. The jarring 
movements may spread all over the chest wall, or may remain limited 
to the surface corresponding to the effusion. Pulsating pleuritis is al¬ 
most always left-sided, and generally suppurative. The occurence of 
pulsation is of some significance if the clinical fact be established that 
it is more frequently present in empyema. The possibility of the con¬ 
dition being confounded with aneurism should be borne in mind; how¬ 
ever, careful auscultation and percussion may easily guard against such 
an error in diagnosis. 

After evacuation of the pus, pneumo thorax is frequently found to ex¬ 
ist, the lung being in an atalectatic condition and failing to expand 
and fill the chest cavity. The pulsation cease with the emptying of 
the cavity of the pleura, to return should the same refill. 
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The heart is displaced to the right, and is firmly held by means of 
adhesions.— Arch. Gen. de Med ., April, )88q. 

G. R. Fowler (Brooklyn). 

HI. The Treatment of Gangrenous Hernise by Primary 
Resection and Suture. By Dr. R. Hagemann (Bernburg.) Dr. 
Hageniann reports two interesting cases of gangrenous hernia treated 
by primary resection and suture. 

The first case, a boy a:t. 12 years, suffering from congenital left sided 
inguinal hernia, was operated on for strangulation of the same on the 
17th of August, 1887. 

At the time of operation the child was almost in a condition of col¬ 
lapse. 

On opening the hernial sac the intestine was found to be gangrenous 
and resection was undertaken. The cut was prolonged up to the in¬ 
guinal ring, when the wound and intestine were thoroughly disinfected 
with 1:10,000 bichloride solution, the constriction was incised, and the 
loop of intestine drawn out of the abdominal cavity, and secured above 
and below by a silk ligature. As perforation of the gut had not yet 
taken place, it was placed in a pus basin, the wound having been 
previously packed with iodoform and gauze, and an incision then made 
into the gangrenous part when a little gentle pressure caused the con¬ 
tents to escape without soiling the field of operation, the loop of intes¬ 
tine was then washed out till the fiuid returned perfectly clear. For 
excision straight scissors were used, the cuts being made in healthy 
gut. The separation of the gut from the mesentery was made in a 
transverse direction at about 1 cm. from the mesenteric border of the 
intestine, partial ligature en masse being used for the mesentery. To 
reunite the divided ends, the suturing began at the mesenteric fissure 
and this was closed by four sutures, the last of which united the mesen¬ 
teric ends of the gut. Then circular enterorraphy was made, inter¬ 
rupted sutures being used, being alternating mucus, mus¬ 
cular and serous. The intestinal wound was not completely closed 
but an opening large enough to admit the point of an irrigator 
left, and through this fluid under pressure was permitted to flow, in 
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order to test the strength of the sutures, these proving satisfactory; the 
irrigation tip was removed and the fluid allowed to escape and the 
opening was closed in the usual manner; the ligatures above and be¬ 
low were then removed, the intestine carefully cleansed and returned 
to the abdominal cavity, the external wound sutured, a dressing ap¬ 
plied, and the patient put to bed. 

The operation lasted i \ hours. The patient made a good recovery. 

The portion of resected gut was small intestine and measured 31 
centimeters. 

The second case was a strangulated femoral hernia in a woman, art. 
46 years, who was operated on in November, 1887. The intestine 
being gangrenous was excised and the same procedure gone through 
in this case as in the first. The patient recovered perfectly. 

The resected gut measured 14 cm., and the operation lasted ii 
hours. 

Doctor Hagemann concludes his interesting paper with the follow¬ 
ing remark: 

He divides the operation for gangrenous hernia with resection of the 
gut into five steps: 1st., exposing the gut; 2nd., preparing the gut for 
operation; 3rd., excision; 4th., suture; 5th., reposition and closure of the 
external wound. 

The first step needs no comment. 

In the second step, under the most unfavorable aseptic conditions, 
it is necessary to have the greatest possible asepsis. In opening the 
hernial sac we have a strongly septic operating field; still worse are the 
conditions when perforation has taken place, hence the constricting 
ring should not be cut till the gangrenous gut has been properly 
washed off, the perforation, if any, closed by forceps and the wound 
filled with iodoform gauze. 

In excision of the loop of intestine the cut is made vertically to its 
axis, and straight scissors used. As for the shape of the incision in 
the mesentery, it may be wedge-shaped when but a small knuckle of 
intestine is to be removed, but when much has to be sacrificed a trans¬ 
verse separation of the gut from the mesentery is to be preferred, for 
if the wedge-shape incision is used, the wedge is so blunt as to really 
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resemble a transverse separation, or the point of the wedge goes so 
deeply in the mesentery that serious hatmorrhages may result or gan¬ 
grene of the intestine by cutting off too much of the blood supply. 

The fourth step begins with the smoothing of the edges of the intes¬ 
tinal wounds, and their preparation for suture, the mucous membrane 
always protruding ott account of the contraction of the muscular coat. 
Dr. Hagemann in his cases did not cut away the protruding mucous 
membrane but inverted it inwards, stating that it diminishes hatmor- 
rhage, and in a certain measure this abundant fold of mucous mem¬ 
brane prevents the escape of the contents of the gut, hence 
diminishes the danger of infection. One point on which Dr. 
Hagemann lays a good deal of stress is the use of the ordinary fine 
surgical needle, and of moderately fine silk, such as is used for plastic 
operations, his reasons being that suturing takes less time and 
being accustomed to this size of silk there will be no fear of tying too 
tight or too loose or having the sutures cut through in being tied. He 
states that a large number of failures in primary resections depend on 
the insufficient firmness of the sutures. Madelung reports 8 cases of 
death due to this cause. The factors which prevent firmness of the 
suture are too loose tying, abnormal friability of the tissues and too 
large interspaces between the sutures Madelung recommends that the 
sutures be placed at very close intervals for the size of the lumen of the 
gut is extremely variable, depending on the amount of metorism which 
generally takes place after all intra-peritonea! operations. And sutures 
which appeared close together in a contracted intestine are wide apart 
in a distended one. 

Dr. Hagemann further states that the sutured gut should not be re¬ 
turned to the abdominal cavity before the firmness of the suture has been 
ascertained, and to do this he subjected the gut outside of the abdomen 
to the same influences which bring about tearing of the sutures and 
escape of feces within the abdomen. These influences are pressure of 
the intestinal contents against the suture and tension of the same by 
meteorism or peristalsis. This increase of intra-intestinal pressure he 
produced by filling the sutured loop with fluid under a certain pressure 
the pressure being increased till the circumference of the loop resent- 
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bled that of a markedly tympanitic intestine. This he accomplished as 
follows: the submuscular suture was made in such a manner that a suf¬ 
ficient opening was left to introduce the tip of the irrigator, then the 
nozzle of the instrument was introduced and the gut was distended with 
fluid which was allowed to run out, and then the serous suture was ap¬ 
plied as far as the opening and the same process gone through. Being 
assured that the sutures were firm and no fluid escaped the opening 
was closed. 

Hagcmann considers the sero-muscular suture as the most important 
for it can not be expected that the ends of the gut will heal by primary 
union. The union of the intestine takes place by adhesive inflamma¬ 
tion of the peritoneal surfaces. 

The last act of the operation consists in returning the loop of intes¬ 
tine to the abdominal cavity and the closure of the wound in the soft 
parts —Deutsche Med. W01A., No. 31, 1889. 

F. C. ItUSsON (New York. 

XV. The Extent to which Mesentery may be Safely Re¬ 
moved From Its Attachments to the Intestines. By 
Orecchia and C. B. Chiarella, As a result of a series of experi- 
nrents upon (togs, these authors found that: 1. For the purpose of ex¬ 
tirpation of tumors and for other reasons, a limited portion of mesen¬ 
tery, when quite adjacent to the bowel, and more extensive when 
further removed from the latter, may be removed without danger of 
gangrene to the intestine. 2. In cases of transverse resection of the 
bowel, gangrene is not a necessary consequence, even when the strip 
of mesentery removed extends beyond the line of section of the intes¬ 
tine. Here Jobert’s suture is indicated. 3. The wounding or ligature 
of the superior mesenteric artery endangers the vitality of the small in¬ 
testine. The continuance of the operation is contra-indicated in case 
this vessel is imbedded in the tumor to be removed in such a manner 
that isolation of the same is not possible; the inferior mesenteric artery 
may be ligated without danger of gangrene of the large intestine re¬ 
sulting.— Riv. Chif. 1 1888, 11. 


George R. Fowler (Brooklyn). 
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V, The Present Methods of Radical Cure for Abdominal 
Hernise. By Prof, von Nussbaum (Munich). After giving his 
views on the indications for the radical cure of hernia:, the author 
compares his own method of antiseptic operation and Czerny’s method 
with Schwalbe’s injections of alcohol around the neck of the sac. His 
own method consists in exposing the sac, dissecting it loose from ad¬ 
hesions and drawing it out a little. He then replaces the intestine 
(without opening the sac), sutures the neck with a continuous suture of 
catgut, and amputates the sac about one centimetre below the suture. 
In case the operation is done in conjunction with the operation lor 
strangulated hernia, or if omentum is adherent inside the sac, the 
author opens the sac before suturing and amputates the omentum af¬ 
ter ligation. The sutured neck is then stuffed into the canal, a drain¬ 
age-tube inserted, deep and superficial continuous sutures of chromi- 
cised catgut applied, and a sublimated dressing used. 

In suitable cases suture of the pillars is also practised, with sublim¬ 
ated juniper-catgut. 

Czerny’s method differs from the author’s in the particulars that 
Czerny ligates the neck of the sac instead of suturing it, and does not 
amputate it, but endeavors to obliterate it. Czerny also insists on the 
suture of the pillars. 

In cases of gangrenous hernia the author always establishes an arti¬ 
ficial anus, before suturing or replacing the gut. 

Schwalbe’s method of injecting alcohol in a concentration, varying 
from 20 to 80%, around the sac, but neither into the sac nor into a 
blood vessel, compares favorably with the operative method, as far as 
recurrence is considered. (One quarter of the cases operated upon 
recur after several years.) 

Eighty to one hundred injections are necessary, and they are diffi¬ 
cult of execution; (as difficult, says Schwalbe, as to perform a good 
iridectomy.) One never knows when a patient is entirely cured. 

The best method of operation for hernia is from the inside, lapa¬ 
rotomy being first performed; but this is combined with too great risks 
at present. 

The author is in favor of continuing his operative method with the 
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alcohol injections of Schwalbe; or of applying the actual cautery around 
the suture of the neck (secondarily, after three weeks), in order to pro¬ 
duce a firm cicatrix .—Berliner KliniA, lift. 12, June, 1889. 

W. W. Van Arsdalk (New York.) 

VI. On the Technique of Resection of the Rectum. By 
Dr. William Levy (Berlin). Rectal resection for the removal of 
high-seated growths has been greatly facilitated by the works of 
Kocher and J. Kraske (v. Annals, 1885, November, p.414,415). 
Still, in either procedure the coccyx is sacrifted, the pelvic floor is 
robbed of a considerable part of its support, and the patients often 
have very annoying after trouble (incontinence of the sphincter ani, 
prolapse of the mucous membrane). Heincke’s proposition (p. 445) to 
retain and only temporarily resect the coccyx and lower end of sa¬ 
crum is, hence, certainly to be considered. Only the method of 
Heineke is very complicated. Moreover, he carries his incision 
straight through the pelvic floor, and can only re establish the natural 
closure of the anus by a secondary operation. Evidently pelvic 
floor and sphincter muscle can be best avoided when the incision does 
not come near them. The only question is whether this is possible, 
and yet high portions of the rectum be made sufficiently accessible. 
The ease with which this succeeded on the cadaver leads Levy to 
publish his method without having tried it on the living. 

A horizontal 8 to 10 cm, long incision, quite down to the sacrum, is 
made about a finger-breadth above the cornua cocygea. From both 
ends of this cut he makes a vertical incision, 8 cm., downward, through 
skin and gluteus maximus. In one of the vertical cuts a hook is placed 
and drawn forcibly outward. The lateral border of the tuberoso-sa- 
cral ligament is laid bare by blunt scraping aside of the gluteal fibres. 
This ligament with the spinoso-sacral is divided horizontally at the 
border of the bone. The same is repeated on the other side. Then 
with an elevator the connective tissue is forced off from the front wall 
of the sacrum. The blunt end of a rather narrow pair of bone shears 
is pushed in between elevator and bone and the sacrum cut through. 
By having the piece of bone attached to the skin flap, to which by 
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far the greater portion of the spinoso-and tuberoso-sacral ligaments 
are attached, drawn forcibly down by a strong hook, a portion of the 
rectum will be exposed. After division of superposed connective tis¬ 
sue and, if necessary, the removal of infected glands, the rectum can 
be exposed downward to within 2 cm. of the anus, and upward to the 
sigmoid flexure. Where the size of the tumor to be removed necessi¬ 
tates it a portion of the left sacral wing can be easily removed, ac¬ 
cording to Kraske, without injuring the firmness of the pelvic floor. 

The further treatment scarcely needs to be detailed—careful union 
of the resected gut-ends by a double row of sutures, return of the dis¬ 
placed flap to its old position, bone and then skin sutures. The verti¬ 
cal incisions may either be left open and tamponaded with iodoform 
gauze, or united to a small spot in the upper angle for a drain from 
the vicinity of the rectum. As the patient lies on the back drainage 
is favored, either where continuous irrigation is practiced at first, or 
the wound immediately closed with an antiseptic dressing. — Cen bl. 
f. C/iirg., 1S89, No. 13. 

William Browning (Brooklyn). 

VII. Foreign Bodies in the Rectum. By Dr. Alexei A. 
Troianoff (St. Petersburg). A shoemaker, ret. 15 years, was ad¬ 
mitted with obstinate sanguinolent diarrhoea, accompanied by excruci¬ 
ating tenesmus. The nozzle of a syringe, when introduced into the 
rectum, met some hard obstacle just beyond the sphincter. On exam¬ 
ination, the ampulla proved to be tightly filled up with small shoe 
(wooden) nails. They were removed, partly by fingers, partly by 
washing out. The whole mass, when dried, weighed over a pound. 
The rectal mucous membrane was found to be covered with wounds 
and ulcers. The diarrhoea and tenesmus subsided almost immediately, 
the rectal lesions speedily healing under an appropriate treatment. 
The lad stated that he “had been habitually swallowing the shoe tacks 
in order to alleviate continuous sensation of nausea from which he had 
been suffering for many years .”—The Obukhovsky Hospital Surgi¬ 
cal Reports for 1S87 , 1889. 


Valerius Iiielson (Berne). 
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EXTREMITIES. 

I. Successful Simultaneous Triple Amputation for Rail¬ 
way Injuries. By Dr. Stepan I. Kolago (Wilmanstrand, Finland). 
An emaciated and weakly Finnish tailor, a;t. 41 years, while in intoxi¬ 
cated state, was run overby a railway train near the town station and, 
a few minutes later, was brought to a local lazeretto. On examina¬ 
tion, he was found to have received compound comminuted fractures 
of a , the right leg in its middle third; b, left leg in the lower third; and 
c. the left arm in the lower third. Besides there were present a simple 
fracture of the second metacarpal bone of the right hand, and numer¬ 
ous erosions and ecchymoses over the limbs, face, forehead and scalp. 
The patient was greatly collapsed, lying quietly, faintly moaning and 
trembling. Without any delay the man (who was still obviously in¬ 
toxicated) was brought slightly under the influence of chloroform, and 
the following operations were successively performed by Dr. Kolago : 
1. The left upper limb was amputated in the upper third of the arm 
(after a circular method). 2. The right leg in the upper third (after 
Langenbeck’s flap method). 3. The left in the middle third (after the 
same plan). The wounds were washed out with a 3 and a 5% car¬ 
bolic solution, and subsequently freely powdered with iodoform and 
dressed with iodoform gauze and hygroscopic wool. The operations 
took not less than four or five hours; since they were to be performed 
under most unfavorable circumstances, the lime being night, the il¬ 
lumination very poorly, the patient lying on a bed, the number of as¬ 
sistants being but scanty. In addition the patient frequently vomited 
and passed stools, which required cleansing, etc. The right hand was 
put into a syphem dressing. In the course of the first week all flaps of 
all the three stumps began to slough away, and enormous ulcerating 
and profusely suppurating surfaces soon formed after the separation of 
dead tissues. Notwithstanding that complication and the patient’s 
bad general state and severe injuries, the man ultimately recovered. 
The stumps soundly cicatrized in about 8 weeks. After a 4-months’ 
stay, he was discharged, having markedly gained flesh and personally 
looking well. When seen again, two years later, he continued to en- 
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joy good health, and was even “cheerful and jolly.” The successful 
issue of his case is attributed by Dr. Kolagoto a most careful nursing 
after the operations, including nutrition, diet, daily change of linen, 
thorough ventilation of the patient’s room, etc. The author points to 
an extreme rarity of successful triple amputations [similar instances 
were recently published by Drs. J. Ashhurst, of Philadelphia, and A. E. 
Maylard, of Glasgow, (vide Annals of Surgery, August, r888, p. 
253), S, C. Wallace, of Rock Rapids (case of a quadruple amputation, 
ibid,, September, p. 220); T. Buckner Luckie, of Birmingham, Ala. (2 
cases, ibid., February, 1889, p. r45); Reid Alexander, of Kansas (St. 
Louts Med. and Surg. Journal , June, 1889, p. 388). The latter au¬ 
thor mentions, further, similarly successful cases of Drs. M. Champe- 
nois, of the French Army; Koebler, of Schuykill Haven; Stone, of New 
Orleans, and a case of an unnamed surgeon of York, Pa.— Re¬ 
porter ^— Voenno-Mcditeinsky Junta/, June, 1889. 

Valerius Idelson (Berne) 

GENITO-URINARY ORGANS. 

I. Wounds of the Kidneys. By M. Tuffier (Paris). In 
cases of a wound of the convex edge of the kidney, there occurs a co¬ 
pious hemorrhage from the network of veins of the cortical substance 
of the organ, this being easily arrested, however, by slight compres¬ 
sion. The wound remains small, there being no tendency for the pa¬ 
renchyma to force itself through the opening. In case of clean inci¬ 
sion, the wound not reaching to the pelvis of the kidney, nor the ure¬ 
ter, urinary infiltration does not follow; the tubuli uriniferi become 
occluded up to the level of the wound, by the fibrinous exudation and 
coagulation therein, while the balance of the organ continues its func¬ 
tion. Wounds of the kidneys have a remarkable tendency to heal 
rapidly and without suppuration. In 69 cases, according to Tuffier, 
in only 7 suppuration occurred. 

Hemorrhage, in case of injury of the hilus, is, next to shock, the 
most important symptom, and this may be so profuse as to be fol¬ 
lowed by death from this cause alone. In bullet wounds, secondary 
hemorrhage is frequently observed. The gush of urine, as a pathog- 
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nomonic sign, unfortunately, is very rare. Among 38 bullet 
wounds, the author found the symptom present only 3 times; in 37 
cases of incised wound, in only 1 was it present. The symptom of 
pain varies considerably. The observations proved, however, that if 
the pain became increased on the second or third day, injury to the 
peritoneum or the bowel had occurred, while its appearance later (5 
to 10 days) is usually coinsidcnt with a breaking down of a blood ex¬ 
udate into suppuration. 

Hajmaturia is characteristic, although not always found. In 31 
cases of wound Irom a sharp instrument it was observed 18 times. In 
bullet wounds it is more frequent. Anuria is the exception. 

Under the head of complications are to be mentioned prolapse ol 
the kidney. This may occur without any injury of the kidney having 
occurred. Suppurative processes are relatively infrequent. lliese 
appear lrom the sixth to the tenth day, the pain being increased and 
accompanied by fever and swelling in the lumbar region, more fre¬ 
quently by bullet wounds, particularly when foreign bodies have passed 
into the wound. As a result of this intra and peri-renal abscess oc¬ 
curs, or suppurative cystitis. 

Fistula:, even after suppuration, are rare. Among 78 wounds of the 
kidney, recorded in the Surgical History of the War of the Rebellion, 
in only one case did a permanent fistula ensue. Coincident injury of 
the peritoneum is found principally in bullet wounds, lhe prognosis 
in these cases must be cautiously given. In 31 incised wounds, 21 
recoved and 8 ended fatally (the other 2 are not accounted for). In 
38 bullet wounds, among which 20 were wounds of the kidney alone 
and 18 were complicated by other injuries of the abdominal contents, 
22 recovered while 16 ended fatally, lhe prognosis is rendered much 
more grave by these latter complications. 

In treatment Tuflier advocates antiseptic measures and warns 
against precipitate nephrectomy. In clean incised wounds of the 
kidney, recovery is the rule. In this class of cases uncontrollable 
hamiorrhage alone justifies this radical procedure. 

Further, the author discusses wounds and ruptures of the ureter. 
These are very rare. Since the development of the surgery of the ab- 
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dominal orgons, accidental injury of the ureter has become more 
frequent. The symptoms of urinary infiltration or fluctuating swelling 
occuring suddenly after a violent pain in the lumbar region may 
awaken a suspicion of rupture of the ureter. These injuries are very 
grave. Among 15 cases 7 deaths are noted by the author. While 
wounds of the kidneys easily and spontaneously heal, injuries of the 
ureter never follow this favorable course, fistula; frequently following, 
which are frequently only curable through nephrectomy.— Arch. Gen. 
de Med. March , 1889. 

G. U. Fowi.er (Brooklyn.) 


II. The Operative Treatment of Urinary Retention From 
Hypertrophy of the Prostate. By Dr. II. Kummei.i, (Hamburg). 
Kummell has already written on this subject. The present report in¬ 
cludes also his later experience. All are familiar with the frequent 
occurrence of prostatic hypertrophy in the aged, and the attendant 
urinary difficulties of old men, often continuing for years. All must 
acknowledge that previous methods of treatment, our present thera¬ 
peutical efforts, do not completely answer the purpose. True, we are 
able by posture, by permanent catheterization, bladder puncture, 
boutonniere and other means, to temporarily remove the danger of acute 
or chronic retention of the urine; but we are certainly not in a posi¬ 
tion thus to secure to the patient a spontaneous discharge thereafter. 
And what a sad life it is to go about with a bladder-fistula or to be 
only able to pass urine by a catheter is shown us by the unfortunates 
afllicted with such troubles. It is remarkable that with the colossal 
advances in surgery, particularly in that relating to the bladder, pros¬ 
tatic hypertrophy is treated so shabbily. The efforts again being 
made of late years to remove the impediments formed by the projec¬ 
tion of portions of the prostate into the bladder—he mentions the 
works of Bottini, Harrison, McGill, B. andM. Schmidt, amongst many 
others—have shown such successes that it is no longer a question of 
isolated successful cases, but of a definite predetermined method. lie 
is inclined to accept the view of v. Dittel that we are not justified, for 
every urinary retention of old people, in opening the bladder and ex- 
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posing the patient to the by no means indifferent operation of supra¬ 
pubic cystotomy to see whether any impediment is present. We are 
bound and in a position to make an exact diagnosis previously. He 
inclines to think that the relative rarity of operative endeavors in 
hypertrophy of the prostate has been due to an underestimation of the 
frequency with which portions of the prostate project into the bladder 
and thus interfere with urination. With some practice it is not difficult 
to convince ourself of the presence of such impediments, and to estab¬ 
lish the diagnosis either by the combined examination with the 
catheter and a finger introduced into the rectum, or if necessary with 
the cystoscope in the manner given by Nitze. In the cases which 
Kummell has had occasion to operate—6 so far—a diagnostic error 
has never occurred. Advanced kidney affections may be considered 
as a contraindication, although in one case where albumen was abund¬ 
ant Kummell did the operation and not only gained a cure but saw 
the albumen disappear. 

A further counterindication is complete abeyance of the muscular 
activity of the bladder, particularly an extensive paralysis of the 
detrusor, in which case, though the operation be successfully done, it 
will not make the patient able spontaneously to pass urine;—except 
where severe septic processes, serious general disturbance, fever, etc., 
are present and render energetic efforts necessary to preserve the 
greatly endangered life rather than for re-establishment of the impeded 
discharge. 

The 6 operations which Kummell has to report were with one excep¬ 
tion all done on severe cases in which the various ordinary means had 
been used a long time, on patients with high evening-temperatures 
whose general condition was very poor, and in whom the dreaded 
bronchitis was in sight and the tongue brown—in short where the 
well-known symptoms had appeared. 'I hen only, when further delay 
seemed dangerous, was the operation undertaken. 

As to the method of the operation, he did not choose the path taken 
by Bottini of burning away the impeding portions of the prostate with 
the galvano-cautery through the urethra, nor yet the median incision 
occasionally employed by von Langenbeck and others in operations 
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for calculus, because he does not think that in this way we get a suf¬ 
ficient view of the conditions of the bladder, nor are we thus in posi¬ 
tion to secure the favorable conditions as in suprapubic cystotomy for 
exact operating, thorough disinfection or for possible dilatation of the 
vesical cervix. He extirpated not only the so-called median lobe but 
all portions of the prostate projecting into the bladder and hindering 
urination. Sometimes it was a single hypertrophic lobe, sometimes a 
uniform concentric hypertrophy, that projected like a portio vaginalis 
into the bladder lumen. 

Again it was a horse-shoe shaped hypertrophy or the right or left 
lobe alone was hypertrophied. A symptom of the presence of a single 
lobe, which seems to him important and was corroborated at the 
operation in 2 cases, is the patient’s statement that when he attempts 
to introduce a catheter, it often does not succeed, because a cramp 
comes on that prevents further progress, doubtless owing to the clos¬ 
ure of the urethral orifice by contractions of the bladder through the 
agency of the movable lobe. He operates by opening the bladder 
through a suprapubic incision, disinfecting sponge, plugging with iodo¬ 
form gauze, etc.. He then seizes the projecting parts with forceps and 
burns off whatever impedes the passage with the galvano caustic loop 
or the Paquelin cautery. In some cases, with the Paquelin he cut 
away the formation to a funnel shape, thus doing away with the pos¬ 
teriorly situated recess. If necessary the neck of the bladder is then 
dilated and a Nelaton catheter as thick as possible introduced. In the 
further course of the treatment it is possible within a few days to in¬ 
troduce the thickest catheters. By this time suture of the bladder can 
be undertaken. On the careful execution of this he always lays great 
stress because our aim must be, as the patients are all advanced in 
years, to have them about again as soon as possible as a prevention 
of the dreaded hypostatic pneumonia. He always uses continuous 
catgut-suture, 2 or 3 layers superposed; and tries to remove the 
catheter by the tenth day. By sketching briefly the 6 cases in which 
he has performed the operation, the previous condition of each pa¬ 
tient and the result of his efforts will be best recognized. 

1. Operated 3 years ago. Very corpulent man, set. 37 years. Had 



47 ® INDEX OF SURGICAL PROGRESS. 

suffered for years from bladder troubles. After using catheter for 
seveml years, an acute retention of urine occurred which his physician 
relieved by repeated catheterization. Then a putrid catarrh of the 
bladder developed. At each introduction of the catheter considerable 
blood appeared. Fever, dryness of the tongue, bronchitis, in short all 
the dreaded symptoms appeared. General condition very poor. Kum- 
mell at first suspected a tumor of the bladder, opened the latter, disin¬ 
fected thoroughly and removed a pear-sized concentric lobe of the 
prostate. The bladder was sutured and primary union followed. As 
in all the following cases the external wound was only partly sewed up, 
and then tamponaded with iodoform gauze. The bladder-wound 
healed in to days and the patient got up in 16 days. He was not able 
to pass urine spontaneously. By energetic aftertreatment—strychnine 
injections, faradization of the bladder, and other means—he succeeded 
partially in regaining spontaneous urination. Then the patient with- 
drew from treatment and is still obliged to use the catheter as only a 
little urine can otherwise be passed. To judge by later experiences the 
patient might have been so far improved as to pass his water spon¬ 
taneously, since the contractile power of the bladder musculature was 
not entirely gone. He now feels perfectly well, although as stated he 
is still dependent on the catheter. Certainly the operation was a life¬ 
saving one in this case. 

2. Patient ast. 73 years. Claims special interest. Was treated by 
Kuntmell 4, 3 and 2 years previously. He always came to be freed 
from acute retention of the urine. After repeated catheteri¬ 
zation he could be discharged again able to pass water 
without special difficulty. When he came last year an attempt had 
already been made to relieve the retention. There was free haemor¬ 
rhage from the urethra, narcosis was necessary to get the catheter 
through. For 8 weeks he vainly tried to relieve the retention in some 
other way. The patient was opposed to an operation. When every 
other means proved futile, this was performed. A pear-sized lobe was 
found projecting into the bladder, and was removed with the Paquelin 
in the manner stated. The bladder was sutured. To increase the 
functional power of the musculature a catheter was left in place for some 
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time. Doubtless in consequence of this a small fistula formed; the 
catheter was again introduced for a short time. After a few weeks the 
external wound also healed up completely. After removal of the 
catheter the patient was immediately able to pass his urine, and could 
hold it several hours. Vesical tenesmus was slight and the patient was 
troubled only once or twice at night. From this on, the catheter was 
not used, only the bladder was washed out once a day. The patient 
died from left-sided pneumonia 3 months after the operation. The 
specimen was demonstrated. Completely healed wound-surface. No 
new development of the tumor. 

3. Decrepit tailor, art. 68 years, who had long suffered from bladder 
troubles. For a long time before his admission he had been unable to 
pass his urine. After the common methods of treatment had been 
tried in vain, and the general condition of the patient began to fail, the 
bladder was opened and a large middle lobe found the size and form 
of the end phalanx of a large thumb. This was burned off. The blad¬ 
der-wound healed in 14 days. After removal of the catheter there was 
complete paralysis of the sphincter. By douching the bladder, injec¬ 
tions of strychnine, etc., this was presently remedied. It was far more 
difficult to stimulate the relaxed detrusor to activity, still this succeeded 
in the following weeks so that the patient was able to retain and to 
pass his urine. The operation was done 14 months ago. Within the 
last few days a periurethral abscess of unknown origin has had to be 
opened. 

4, A man ait. 71 years, who had used the catheter for a year. The 
urine contained a large amount of albumen. Bothered often ten to 
twelve times at night by urgency of the urine, and conse¬ 
quently much run down. Patient willingly consented to the 
proposed operation and anything else necessary, as life had be¬ 
come unbearable. On opening the bladder a left-sided lobe was found. 
The convalescence was severe and tedious. A left sided pneumonia 
developed, and at times the urine contained very abundant albumen 
and was alkaline. When a fistula at the lower angle of the wound 
presently closed, the patient was soon able to retain his urine at night 
for 2^ to 3 hours, the urine reacted acid, the albumen vanished. 
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5. Man set. 69 years. Admitted with retention, alkaline urine, and 
seriously affected general condition. The operation was risked not 
only to free him from his bladder trouble, but still more to act favorably 
on his general status. He died on the tenth day of broncho-pneumonia. 
The specimen of the bladder and parts of the prostate was shown. 
There was a concentric walnut sized hypertrophy projecting into the 
bladder, which was completely removed. 

6. Of this but little could be reported as it had been operated but 8 
days before. The hypertrophy was in the form of a horse-shoe. The 
patient had not been seen previously, but introducing a catheter showed 
that large parts of the prostate had by projecting into the bladder 
caused the retention. Diagnosis verified on opening the bladder. 

All the operations were in severe cases, on patients with whom the 
customary methods of treatment had long been tried in vain. For the 
most part he was successful not only in saving the greatly endangered 
life, but also in rendering spontaneous urination again possible. He 
recommends this proceedure as these are usually cases where there is 
nothing to lose but everything to gain. 

In the following discussion Socin (Basle) re-called that large pros¬ 
tates may cause scarcely any trouble though even small ones may be 
very troublesome;—that in fact it is not the prostate that causes trouble 
so much as it is cystitis. Hence, some at least, of Kummell’s sucesses 
were really due to relief of the cystitis. Thiersch (Leipsic) accepted 
Socin’s view. A large middle lobe may in certain conditions be ad¬ 
vantageous, e. g., in paralytic incontinence. Here if the lobe be re¬ 
moved matters are made worse. Ebcrmann (St. Petersburg) thought 
that where the bladder was greatly changed, as in vessie a colones, 
Kummell’s operation would be useless. 

Kutnmell replied that he only recommended the operation where a 
demonstrable impediment was present, all other means of securing spon¬ 
taneous urination had been tried, and on the other hand the presence of 
great danger necessitated immediate action to save life. For the rest he 
of course accepted Socin’s views.—xviii Germ. Snrg. Congress, Author’s 
report in Cenlbl.f. C/iirg., 1889, No. 29. 

William Browning (Brooklyn). 
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III. On Suprapubic Lithotomy. By Dr, Victor v. Krumii- 
mili.f.r (Veslegonsk, Russia). Basing his views on a series of cases 
from his own practice, the author, a Zemsky (country) practitioner, lays 
down tire following general propositions, (i) In country practice 
especially in children, suprapubic section represents the most conve¬ 
nient and most simple operation for stone. (2) The insertion of a 
colpeurynter into the rectum. (3) Both filling and suturing the blad¬ 
der are superfluous. (4) In the presence of a normal urine, tho intro¬ 
duction of a catheter a demeure may be similarly dispensed with. (5) 
In the after-treatment, tepid baths afford a very good sedative means. 
(6) The use of sponges in lithotomies should be discarded altogether. 
— Transactions of the Third General Meeting of Russian Medical 
Men at St. Petersburg , No. 10, 1889. 

IV. On Suprapubic Lithotomy. By Dr. Alexei A. Troia- 
noff (St. Petersburg). The author details seven suprapubic sections 
made by him in the Obukhovsky Hospital during 1887. The cases 
refer to male patients (six peasants, one burghess) aged from 20 to 45 
and suffering from lithiasis of long standing. In all but one, a colpeu¬ 
rynter was employed and tne bladder filled. In two, the vesical incis¬ 
ion was closed with two-etage silk sutures, and Nelaton’s catheter A 
demeure inserted. In the remaining five, the wound was left open 
and supplied with drainage, while in some of them, in addition, a con¬ 
tinuous irrigation of the vesical cavity was established, the appliance 
consisting of two long tubes one of whMi connected the bladder with 
a high irrigator containing a tepid 2% boracic acid solution, and the 
other with a fiask under the bed. The stones removed were invariably 
single. Only two were encapsulated, the other being free. In six 
cases, they were as large as a hen’s egg, weighed between 45 and 64 
grammes and consisted of phosphates, with or without urates and cys¬ 
tine; the latter was found in one case. In one case, the (urate) cal¬ 
culus weighed not more than four grammes. In three cases, the urine 
was strongly alkaline and purulent. In four, acid. In five, no compli- 
cations were present, while in two pyelonephritis and in one paravesical 
inflammation existed. Of the seven patients, two (exceedingly ema- 
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dated, with a highly decomposed urine, and complications) died, both 
on the fiftieth day after the operation (without suturing the bladder), 
one from croupous cystitis, the other from pulmonary and intestinal 
tuberculosis with pyelonephritis. The remaining five recovered (includ¬ 
ing a patient with pyelonephritis and extensive antevesical suppura¬ 
tion), the wound healing in one (a vesical suture case) per primam on 
the seventh day, in another per secundam on the twenty-first, in the 
other on the fifty-sixth, sixtieth and seventy-fifth. In one of them a 
hernia lineat alba formed. [The cases are not included in Dr. N. V. 
Solonika’s collection ; vide the Annals of Surgery, though Dr. So- 
lonika adduces three other cases of Dr. Troianoff, every one of them 
ending in complete recovery between the ninety-first and ninety-sixth 
day after the operation.— Reporcer)—The Obukhovsky Hospital Sur¬ 
gical Reports for 1887 and 1889. 

V. On Suprapubic Lithotomy. By Dr. Josef F. Zemacki 
(St. Petersburg). The author’s views, based on an extensive experi¬ 
ence in the Obukhovsky Hospital, may be summarized as follows: (1) 
Suprapubic section is indicated; a, in the presence of multiple calculi, 
or a single hard, large, fixed, adherent or sacculated stone; b, in the 
presence of impermeability of the urethra; or perivesical urinary infil¬ 
tration and abscesses ; or such complications as vesical new growths 
or enlargements of the prostate (especially in old people). (2) The 
following technical details should be adhered to as a matter of rou¬ 
tine; «,a colpenrynler should be inserted into the rectum ; b, the blad¬ 
der should be filled with some antiseptic fluid; c, the incision, both 
into the abdominal and vesical wall, should be strictly vertical; d, be¬ 
fore the incision, the viscus should be fixed by means of two or four 
silk loops (as S. P. Kolonuin recommended); e, with exception of 
certain cases (vide infra), the bladder should be closed with suture, 
the best yet known being Tilling’s interrupted two -e/age, one involving 
the perivesical cellular tissue; /, the abdominal wound should be 
closed with intermuscular sutures; g, a drain or a “wick” should 
be introduced into the lower angle of the abdominal wound, reaching 
backward to the vesical suture; h, a catheter if demere (Nelaton’s with 
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a straight end) should be left in the bladder for at least twelve days in 
adults (for a somewhat shorter period in children); in the vesical 
suture cases the patient should be kept on his back; in such cases where 
the viscus is left open, on his abdomen ; j, in the suture cases, the pa¬ 
tient’s urine should be continuously drained away by means of a sy¬ 
phon arrangement connected with a vessel (containing some antiseptic 
solution) under the bed (See Dr. E. Hurry Fenwick’s paper in the An¬ 
nals of Surgery, April, 1889, p. 312); k, the bladder should be daily 
washed out through the catheter with some antiseptic lotion, by means 
of a hand syringe ; /, in such cases where the vesical suture gives way 
or suppuration arises, the wound should be at once opened and a 
drainage tube introduced. (3) The vesical suture is contraindicated 
in the presence of; <7, ichorous or purulent cystitis ; and b , abscesses 
in the prevesical cellular tissue. In such cases a double drainage tube 
should be inserted through the wound into the vesical cavity, and a 
continuous irrigation of the latter established in this way. A vessel 
containing some tepid antiseptic lotion should be placed sufficiently 
high to send its contents into the bladder through one of the drainage 
tubes, while the other tube should let out the fluid exactly at the same 
rate, through a syphon appliance connected with a chamber under the 
bed. (4) The following procedures should be most strictly avoided ; 
a, carrying transverse or oblique incisions into the abdominal wall; b, 
any transverse division of the edges of the recti and pyramidal muscles 
(as practised by some surgeons for widening the operation field): c, the 
use of sharp hooks for fixing the bladder before the incision ; d, mak¬ 
ing transverse, oblique or semi-circular incisions into the bladder; e, 
the employment of catgut for closing the vesical wound ; /, inserting 
a single row of sutures or “purse-string”, “ furrier’s sutures”, or too 
tight or too numerous ones ; g , leaving open the muscular wound of 
the abdominal wall; /:, the use of a catheter a demeure with a strongly 
curved end.— Transactions of the Third General Meeting oj Russian 
Medical Aden at St. Petersburg , No. 2, 1889. 



